FPMRS 156 min, oncology 208 min, generalists 171 min, p <0.0001). The adjusted length of stay also remained significantly different among divisions with the MIGS division having the shortest length of stay (MIGS 0.9 days, FPMRS 2.0 days, oncology 1.9 days, generalists 1.4 days, p<0.0001). CONCLUSION: Perioperative outcomes for hysterectomies performed for benign conditions varied among gynecologic surgical divisions with statistically significant differences in surgery times, estimated blood loss, and length of patient stay.
Primary outcome was the change in utilization of SUI procedures, with and without mesh, using Current Procedural Terminology (CPT) codes, before, between, and after the 2008 and 2011 FDA public health notifications. Secondary outcomes were the impact of FDA public health notifications on the percentage of Urological and Gynecological procedures performed for SUI and mesh revision and urethrolysis. All women 18 and older with a diagnosis of SUI were identified using ICD-9-CM, ICD-10-CM and CPT codes. 
OBJECTIVES:
To describe associations between long-term anatomic and subjective outcomes and post-operative genital hiatus measurements following pelvic reconstructive surgery involving apical suspension.
MATERIALS AND METHODS:
This is an IRB-approved sub-analysis of a previously reported, cross-sectional, two cohort study. Subjects 3-7 years following prolapse repairs, including uterosacral ligament suspension (USLS) or robotic sacrocolpopexy (RSC) were candidates for enrollment. Long-term POP-Q measurements and subjective outcomes were obtained through clinical examinations and completion of PFDI-20, PISQ-12 and PFIQ-7 questionnaires. Surgical 'success' was defined as the absence of a symptomatic bulge or any retreatment for prolapse. Objective 'success' was defined as Pelvic Organ Prolapse Quantification (POP-Q) exam at or above -1. For analysis, genital hiatus (GH) measurements were classified as either abnormal (4 cm) or normal (<4 cm). Association of GH with subjective and objective success, as well as scores on the validated questionnaires was identified using Fisher's Exact, Chi-square, and Mann-Whitney rank sum tests as appropriate. RESULTS: In total, 184 subjects were included in the analysis with 154 completing long-term POP-Q exams. The median time to follow-up (min, max) was 59 months (34, 89); 97.8% were white. Success following surgery was high, with subjective success achieved in 161 (87.5%), and objective success in 142 (92.2%) subjects. There was no significant difference in success rates when comparing USLS and RSC. The majority, 80%, underwent a posterior repair (PR) during their index surgery. Median pre-surgical GH (min, max) was 4 cm (1.5, 15), while follow up GH was 3 cm (1, 7). Overall, 121 (67.2%) subjects had a pre-surgical GH 4 cm, and 21 (13.6%) had a follow up GH 4 cm. For those having an abnormal GH at follow-up, failure (either subjective or objective) was seen in 37.5% (N¼6) if they received PR and 80% (N¼4) if they had not (p¼.149). Among the 12 objective failures, 9 (75%) subjects were found to have an abnormal GH (p<.001). When evaluating scores on validated questionnaires and GH size at follow-up, there was no significant differences in post-operative pain, bowel symptoms or dyspareunia (p¼.251, p¼.136, p¼.448, respectively) . CONCLUSION: A post-operative genital hiatus 4 cm may be associated with recurrence of pelvic organ prolapse. Furthermore, PR appears protective against long term recurrence. Reassuringly, those undergoing PR did not describe higher levels of pain. Therefore, it may be reasonable to recommend correction of the genital hiatus during prolapse repair with apical suspension, regardless of the reconstructive approach.
